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INTRODUCTION
C ontinuity of care is an important element of the delivery and orga nization of primary health care.1 It has consistently been shown to be associated with increased patient and doctor satisfaction and may positively affect other health outcomes, such as adherence to treat ment, uptake of preventive services, and decreased hospitalizations.2,3 Continuity can be understood as the degree to which a series of discrete encounters with health care clinicians is experienced as coherent, con nected, and consistent with the patient's medical needs and personal con text.4 T hree distinct means of providing continuity have been identified: personal continuity (provision of care through an ongoing clinician-patient relationship), continuity of information (the use of information on past events and personal circumstances to make current care appropriate), and management continuity (a consistent and coherent approach to the management of a health problem).2, 4 T here has, however, been increasing concern in many countries that the changing nature of general practice/family medicine in the last 30 years has led to a reduction in the extent to which physicians can offer personal continuity despite recent research that shows patients want personal continuity from their physi cians, particularly for serious conditions.5-8 Physicians have tended to reorganize themselves into large-group practices where care is delivered by members of the primary health care team,-patients may themselves pre fer fast access to any physician rather than wait to see a physician of their choice. [9] [10] [11] In England and Wales, these changes have been reflected in recent health care policy, notably the new General Medical Services con tract, with its proposal that in future patients are regis tered with practices rather than a particular physician. 11 Although personal continuity in general practice appears to be threatened, there have been no recent national or international surveys of general practitio ners (GPs) about their views on and attitudes toward the provision of continuity of care in general practice. We therefore surveyed GPs in 3 different health care systems. In England and Wales and the Netherlands, GPs deliver first-contact care and act as gatekeepers to secondary care, in the U nited States family physicians deliver first contact care but patients can refer them selves to specialists. 12, 13 In this article the term GP is used to cover both GPs in the U nited Kingdom and the N etherlands and family physicians in the U nited States. The aim of the study was to explore (1) the value GPs in the 3 countries place on the various types of continuity of care, (2) w hether different groups of GPs within each country differed in the value they placed on personal continuity of care, and (3) the extent to which GPs believed that personal continuity could be substituted for by other means of providing continuity of care.
METHODS
A random sample of GPs was drawn from 3 national databases in England and Wales (Organisation Codes Service of the N H S Information Authority), the Netherlands (Netherlands Institute for Primary Care Research), and the U nited States (active members of the American Academy of Family Physicians). T he sample size (1,000 for England and Wales and U nited States; 700 for the Netherlands) was calculated to allow esti mation of the proportion of GPs in each country agree- 15, 16 and included state ments covering 3 main areas: the importance of dif ferent types of continuity of care,-the extent to which GPs believed they were able to provide the different types of continuity in their day-to-day practice, and GPs' attitudes toward continuity, including w hether personal continuity could be substituted by informa tional and management continuity. Responders indi cated the extent to which they agreed with each of the statements using a 5-point Likert-type scale, where 1 = strongly disagree and 5 = strongly agree. Scores on 5 of the attitude statements were combined to produce a single score reflecting how much GPs val ued personal continuity of care (the 5 statements are shown in Table 1 ). Factor analysis indicated that these statements formed a unidimensional scale, with good internal consistency (a = 0.78). T he scale score cor related highly with the overall rating of the importance of personal continuity (P <.001).
Data were analyzed using SPSS 11.0 for W in dows. Descriptive and simple summary statistics were Table 2 shows the demographic characteristics of the responders. T he GPs in all 3 countries believed strongly that personal continuity of care remained an important aspect of good-quality care to their patients (Table 3 ). In their free-text comments, GPs from all 3 countries emphasized the importance of being able to provide personal continuity of care. It was believed to be preferred by both patient and GP and a source of satisfaction for both parties:
• "People prefer to visit the same dentist and hair dresser, why should they be maneuvered into seeing any doctor? Medicine is personal. Patients do not want to be examined by a series of endless strangers" (GP 787, England and Wales).
• "The loss of continuity relationships and the loss of time to tend to them is one of the major reasons for discontent between doctors and patients" (GP 179, US).
The GPs in all 3 countries believed that they were currently able to provide all 3 types of continuity of care, although GPs in England and Wales were least positive about the provision of informational and management continuity across the primary-secondary care divide (Table 4 ). This lack of continuity was high lighted in the free-text comments, where GPs in Eng land and Wales emphasized the need to improve on the current poor transfer of information and patient man agement across the primary-secondary care interface:
• "Lack of communication between secondary care and primary care continues (as always) to be an out standing problem" (GP 48, UK).
The GPs were asked w hether personal continu ity of care could be substituted for by informational 
* Significance of differences between scores by country (1-way analysis of variance)
a, b = Scores on the same row that share the same subscript do not differ significantly. All other differences between scores on the same row are statistically significant at P <.001 according to the Tukey test comparison. a, b = Scores on the same row that share the same subscript do not differ significantly. All other differences between scores on the same row are statistically P <.001 according to the Tukey comparison. significant at and management continuity ( Table 5 ). M ost GPs in each country did not agree with the idea that personal continuity was not required if informational and man agement continuity of care were in place, especially the US GPs. T he variance around this attitude was relatively wide, however particularly in the United Kingdom and the Netherlands, suggesting a range of views on this issue. Overall, the quantitative data indicated that US GPs held the strongest views on the value of personal continuity. Free-text comments from US GPs high lighted the fact that the health insurance market in some cases required patients to change their physician every year, which was detrimental to providing per sonal continuity:
Table 4 . Exten t to W hich GPs Felt A b le to Provide D ifferent Types of C ontinuity of Care to T h e ir Patients in T h eir D ay-to-D ay Practice
• "Patients are frustrated when their insurance dic tates they seek care elsewhere. I have heard comments many times-'I just find a doctor I like and who lis tens, and they [insurance company] make me change'" (GP 565, US).
Multiple linear regression was used to explore the hypothesis that attitudes toward personal continuity within each health care system, as measured by the personal continuity attitude scale, would be related to the following demographic variables: practice list size, w hether practice has personal list system, GP work ing full-or part-time, GP age, and GP sex ( Table 6 ). In England and Wales, GP sex and personal list were significant predictors of attitude to personal continuity, with female GPs and GPs from practices with personal list systems placing a higher value on personal continu ity compared with male GPs and those who did not operate personal lists. In the U nited States, age of GP was a significant predictor, with GPs younger than 35 Table 5 . If different health professionals work together to provide coordinated 2.82 (1.10), 2.88 (1.08)a 1.80 (0.82) <.001 and consistent care, there is no need for most patients to consistently see the same physician Score: 1 = strongly disagree; 5 = strongly agree. * Significance of differences between scores by country (1-way analysis of variance). a, b: Scores on the same row that share the same subscript do not differ significantly. All other differences between scores on the same row are statistically significant at P <.001 according to the Tukey test comparison.
E x te n t to W hich G Ps A g re e T h a t th e Provision of Personal C ontinuity of Care to T h eir Patients Can B e Su b stitu ted fo r by O th e r Types of Continuity
years indicating a more positive attitude than those older than 50 years. In the Netherlands, full-time and part-time status was a significant predictor, with full time GPs having more positive attitudes to personal continuity. Even so, physicians' personal and practice characteristics explained only a small part of the vari ance in attitudes toward the provision of personal con tinuity of care (England and Wales r2 = 0.04, United
States r2 = 0.01, Netherlands r2 = 0.04).
DISCUSSION
This international survey shows that GPs from 3 dif ferent health care systems view the provision of per sonal, informational, and management continuity of care as im portant aspects of prim ary medical care. Its findings are consistent w ith and update earlier national surveys of GPs. 15, 16 The response rate compared favorably with other recent national surveys of GPs,14 and respondents were representative of the populations from which they were drawn. The variable response rate between countries, however, meant that it was difficult to interpret the importance of differences in intercountry scores on the various types of continuity of care. A further limitation is that the results on the contribution of continuity to quality of care are highly skewed positively, as is the extent to which GPs perceive they provide personal continuity in their practice, which raises the possibil ity of a social desirability bias in the responses. This bias may have partly obscured any true associations between GP characteristics and views on the impor tance of continuity.
Personal continuity of care, defined as an ongoing therapeutic relationship between a patient and 1 or more health care providers,3 was rated as highly impor tant by GPs from all 3 health systems. GPs believed that personal continuity was a key aspect of their work and that personal continuity could not be compensated for by better informational or management continu ity. These findings are consistent with those of recent surveys of both GPs and GPs in training, which also emphasize the value GPs place on personal continu ity of care.18 Interestingly, personal continuity of care was valued most by US GPs, even though this group of physicians noted, in their qualitative comments, the difficulties forced discontinuity of care (health care insurer changing patient's physician every year) places on the provision of personal continuity in the U nited States. 19 Patients also value personal continuity. Except for patients with chronic diseases, however patients appear to be unwilling, in the U nited States at least, to either spend more time or money to maintain continu ity with an individual physician. 6, 20 In addition, health care policy makers place a relatively low priority on personal continuity when compared with other fea tures of primary health care provision, such as access to health care.21 There is a very real risk that personal continuity of care between patients and physicians may be soon be a thing of the past9,10 unless policy makers take account of the preferences of patients and physi cians when redesigning health care systems.
The demographic characteristics of physicians that influence attitudes toward the provision of personal continuity of care have hitherto been the subject of limited research. O ur findings for England and Wales that female sex of GP and presence of a personal list were predictors of more positive attitudes to personal continuity are consistent with research identifying factors that influence w hether patients see their usual GP.17 Although we were able to identify characteristics that influence attitudes within a given health care sys tem, physicians' personal and practice characteristics explained only a small part of the overall variance in personal continuity scores. GPs appear to value per sonal continuity of care, irrespective of health care set ting or demographic characteristics.
Even in strikingly different health care systems with different patient expectations and cultural influ ences, GPs place a high value on maintaining the patient-physician relationship through the provision of in the value GPs place on the 3 types of continuity of personal continuity. Further international qualitative care and to explain the findings in terms of the finanresearch is needed to explore the reported differences cial, organizational, and cultural aspects of different health care systems. C ontrolled before and after studies that determine the true impact of health care system reorganiza tions on measures of continuity of care are also required. 
